light as it returned. Her visual acuity at 42 years was diminishing rapidly and her fields, normal at 38, were markedly contracted.
The picture throughout these years was complicated by a smouldering osteomyelitis in her tibia. Between 42 and 43 years of age, -however, her vision deteriorated further with severe headache and vomiting. Optic foramina were radiologically normal.
A right subtemporal decompression was done in April 1944 (patient 43 years). ft showed an abnormally thick, hard, brittle and vascular temporal bone with an irregular inner surface to which vascular dura was adherent at many points. For a year her headaches were much less severe. They then began to increase again and she had an attack of loss of consciousness without warning. Menorrhagia became very severe and at 45 years of age a radium-induced.menopause eased the headaches somewhat. At 46 years a right scalenus anticus syndrome developed and was relieved by operation. At 47 years the headaches having grown pitiably severe, a left frontal decompression was done. ft showed a thick bone with no evident diploe and with a craggy under-surface to which the dura was adherent at many points. Dura and brain were drawn up into one particularly deep pit at the frontal pole. It was stripped and the bone replaced. Relief from headache has been marked, and those which have since occurred have been dull and usually related to emotional stress. In the ten months immediately after operation she had occasional attacks of giddiness and one of loss of consciousness but for a year now headache and other symptoms have been slight.
Her B.P. has steadily risen from 160/100 to 230/120 in eleven years. She now has some features of a left scalenus anticus syndrome.
Birth Injury of Left Arm Showing Crossed Re-innervation from Phrenic Nerve into Nerves
Supplying Biceps, Extensor Digitorum Communis and Other MuSCIes.-FRANK SARGENT, M.D. L. C., male, aged 18 (carpenter). Has difficulty in holding his work with his left hand because of weakness of the left arm and hand, especially wrist-drop, dating from birth. It was a difficult labour, as he was a 14 lb. baby but no instruments were used.
On examination.-Left arm: no sensory loss; absence of arm reflexes (present on the right); weakness and wasting of most muscle groups corresponding to a lesion extending from C3 to C7 inclusive. Wrist-drop is marked but the extensors of the forearm felt elastic and healthy, and once during examination there was seen spontaneous extension of the fingers, which was attributed to a trick movement using lumbricales but, in view of the later EMG findings, it may well have been due to a deep breath. The clinical impression was that the lesion was less severe than the disability suggested. No Horner's syndrome seen, but left palpebral fissure is narrower than right.
Electrical tests by Dr. P. Bauwens indicated that the only muscle severely paralysed was the left extensor carpi radialis. Needle electrodes inserted into biceps and extensors of forearm elicited spontaneous motor unit potentials in time with respiration, and when the patient was told to take a deep breath, bursts of motor unit activity were recorded.
The conclusion is that severe traction injury at birth caused tearing of nerve roots C3 to C7, and that subsequently crossed re-innervation occurred from phrenic roots to the Schwann tubes to biceps, extensor digitorum communis, &c. This would explain the apparent integrity of these muscles in spite of severe loss of power and also, of course, the effect of respiration on the action potentials.
Two similar cases of crossed re-innervation of the phrenic to muscles in the arm have previously been seen in Dr. Bauwens' clinic. Sudden loss of consciousness early one morning in July 1938 and has an amnesia for a month. She was admitted to St. Mary Abbots Hospital, where it was stated that she was semicomatose, had nystagmus-slow to the right, rapid to the left-right-sided ataxia of cerebellar type and dysarthria. The C.S.F. was heavily blood-stained. Later she was seen to have a divergent squint and some drooping of the left corner of the mouth. She became markedly euphoric. She had considerable vertigo on sitting up. This has gradually improved, but it is still enough to make walking difficult.
Since the ictus she has only had one headache. G. M., male, aged 39. Bank clerk. Married, with two healthy daughters. Family and previous medical histories are not contributory.
History.-The patient was in excellent health until May 1948 when his left arm became clumsy. Two months later, attacks of extensor rigidity in left leg began on climbing stairs. These symptoms persisted virtually unchanged until June 1949, although he had two attacks of loss of consciousness lasting some hours in December 1948 and April 1949, the latter preceded by a motor dysphasia. In June 1949 his left leg began to go into rhythmic clonus, in attacks lasting twenty to thirty seconds and followed by transient weakness. Two months later he experienced two types of attack: one in which he suddenly fell backwards recovering immediately; the other of clonic movements simultaneously affecting the left face, arm and leg without alteration of consciousness. He had no cough, his weight was steady, there were no skin lesions and he had no symptoms referable to other systems.
On examination.-The patient was normal mentally, and his intellectual performance was average but was not thought to be up to the expectation for a man of his background.
The cranial nerves were normal except for a slight pallor of the right optic disc. There was a mild left hemiplegia, involving arm and leg equally with slight increase in all tendon reflexes and an extensor plantar response. The abdominal reflexes were symmetrical. There was inco-ordination falling away and rebound, with an irregular intention tremor on the left side, as well as the hemiplegia, and it was clear that he had a combined cerebellar and pyramidal lesion on that side. Sensation was perfectly normal.
